W

Acceptable Versions of a Certificate of Immunization Statu;

A Quick Reference Guide faafs Reviewing Records

Acceptable Versions of agllically \érified Certificate of Immunization Status (CIS)

A ClSorinted from theWA Immunization Information System (11S)

The IIS only acpés medically verified vaccination dates into the system. Therefore, any CIS printed
directly from the IS is medically verifiedo additional parent or health care provider signature is
needed to verify the accuracy of the information.

There are two vesions of a CIS that printofn the 11S. Both are acceptable and neither require a parent
or health care provider signature verifying the information is accurate.

Validated CISPrinting Instructionk

i)Héizifh Certificate of Immunization Status (CIS) o b

Signed COE on File? = Yes = No

Child’s Last Name: First Name: Middle Name: Birthdate (DD/MM/YYYY): SIIS ID Number
CAT LAURIE (K) V-DISEASE MMR-IMMI1 01/03/2015 1610628
1 give permission to my child’s sch d care to add f into |1 ack dge that my child is entering school/child care in conditional status. For my child to
the Immunization Information System to help the school maintain my child’s record. | remain in school I must provide the required documentation of immunization within the
blished deadlines. See below about status.
Parent/Guardian Signature Date Parent/Guardian Si quired if Starting in Conditi Status Date
COMPLETE
A of Required for GRADE K-6
Expiration Date:
Validated by the Immunization Information System on 10/01/2020
If do not provided within the conditional period, the

Positive Titer

Date Date Date | Date | Date

MM/DD/YY MM/DD/YY MM/DD/YY MM/DD/YY MM/DD/YY
Required Vaccines for School or Child Care Entry

ssis) 05/01/2015 07/01/2015 09/01/2015 03/01/2016 03/01/2019

Tdap (Tetanus, Diphtheria, Pertussis)

Date
* Required for Preschool/Child Care Only | MXA;"DD“YY

DTaP (Diphtheria, Tetanus, Pe

DT or Td (Tetanus, Diphtheria)

Hepatitis B 03/01/2015 05/01/2015 07/01/2015 09/012015
Hib (Haemophilus influen=ae type by*
IPV (Polio) (any«< 1PVIOPV) 05012015 | 07/012015 | 09012015 | 03/01/2019

OPV (Polio)
MMR (Measles, Mumps, Rubella) 03/01/2016 | IMMUNE |
PCV/PPSV (Pneumococcal)* 11/15/2017

Varicella (ChickenpoRJJEIgHISiSEy of discase verified by IIS

Recommended Vaccines (Not Required for School or Child Care Entry)

Flu (Influenza) 10/17/2018 11/27/2019

Hepatitis A

HPV (Human Papillomavirus)

MCV/MPSV (Meningococcal Disease types A, C, W, Y)

MenB (Meningococcal Disease type B)

Rotavirus

The validated Cléhly prints valid vaccination dates from the IISdoes not print doses that are
invalid because they were given outside the vaccination schedule.

The validated CIStsi KS OKAf RQa A Y Tamylétd, Noti Completedrli I ( dza |
Conditional For school age children, the form vgitlow the grade the assessment was based on.
For children irchildcareor preschool, he form will show the age the assessment was based on.
For example, he certificateshownaboveis validated for Grade-8 as highlighted iryellow. For

an explanation about the terms see tligequently Asked (astions about the Certificate of
Immunization Status and the Certificate of Exemption

The validated ClSgplays laboratory evidence of immuniptered irto the IIS by a health care
provider, as highlighted igféen If a positive titer date prints on &1CISno other provider
verification is needed. Note: the CIS s&@3MPLET&en though there is only one dose of MMR
vaccine.

To request this document in another format, ca00-525-0127. Deaf or hard of
hearing customers, please call 711 (Washington Relay) or eméaiights@doh.wa.gav DOH 348764 Oct2020
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The validated ClSgplays history of chickenpox disease enteirgd the 11§ as highlighted in
blue. If disease historgrints on the CISho other provider verification is needed. Note: the CIS
saysCOMPLET&ven though there are no doses of varicella vaccine.

For nore information about the validated CIS and the second page Action Regaort
https://www.doh.wa.gov/Portals/1/Documents/Pubs/34865
ValidatedClSQuickReferenceGuide.pdf

A CIS printed fromMlyIR
Parents who wanto viewtheir childrerQ a A ixa¥odzzécordsand print a Cl8an sign up for
MyIR.TheCIS in MyIR is formattad anolder versiorof the CISltis still acceptable and
considered medically verified because the vaccination dates cometfie 11SThis form does
not need a parent or health care provider signatukeCIS from MyIR will prikeviewed by
MyIRand the date in the Office Use Only box as seen highlighteel liow.

[ 2 ) H H Office Use Only:
@it @ Certificate of Immunization Status (CIS)| w.cussymar = ™ puesssiems
' % DOH 348-013 January 2015 | ‘Signed Cert. of Exemption on file? O Yes ® No
Please print. See back for instructions on how to fill out this form or get it printed from the Immunization Information System.
Child’s Last Name: First Name: Middle Initial:  Birthdate imm/iddiyyyy): Sex: [ ! give permission to my child’s school to share
Complete Five 07/16/2009 M immunization information with the Immunization
- - - - Information System to help the school maintain my
Symbols below: # Required for School and Child CarefPreschool ::r?_ﬂ“"'Sﬁ’c‘gi_‘r‘;gea'ﬁ;”\gﬂ‘“a‘f;:m“'ded onthis | chiigs school record.
M i ble.
Required for Child CarefPres_chuol Only Katherine Graft 03/24/2020
® Recommended, but not required ParentiGuardian Signature Required Date | Parent/Guardian Signalure Reauired Date
Date vaccine | Dose [ Date If the: child named on this CIS had chickenpox
Vaccine | Dose [— - Day Year [ Month | Day | ear disease (and not the vaccine), disease history
Tt ® Pneumococcal (PCV, PPSV must be verified.

e Hepa(its B1 HerH o (PLV. PESY) Mark option 1, 2, OR 3 below (see # § on back)
Hen 07 17 2009 F] 1) @ Chick disease verified by printout from
Hep 8 2 09 19 2009 the ization Information System (1IS)
bes 2 3 |01 P 2070 3 Must be marked by printout (not by hand) to be valid

4 2) 3 ox disease verified by healthcare
or Hep B - 2 dose for teens d \'?mwd?.r 'Hcfr].- boi, mark 24 OR 25 bel
- you choose this box, ma low.
[ 1 ] | ‘ RoRaEVAOEN) 2A) Q Signed note from HCP attached OR
[ 2 | [ - 1 09 19 2009 2B) O HCP sign here and print name below:
m Rotavirus (RV1, RV5) 2 ikl 23 2009
1 3 [4§] 77 070 Licensed healthcare provider signature Date
MD, DO, ND, PA, ARNP;
2 a (08 |13 |z | | ™M™ !
3 Printed Name:

# Diphtheria, Tetanus, Pertussis (DTaP, DTP, DT) # Measles, Mumps, Rubella (MMR) 3) O Chickenpox disease verifi}ad by school staff
. 1 09 19 2009 -~ 1 07 a0 2013 from the on Information System
2 11 23 2009 2 |08 13 2014
omar 3 (01 22 2010 If the child can show immunity by blood test
D7ar 4 [V 19 2071 (titer) and hasn't had the vaccine, ask your HCP)|
p— 5 |08 13 7014 to fill in this box.

# Tetanus, Diphtheria, Pertussis (Tdap) e :::hlckenpox) I I Rlcicrurmar i Fes s e i iy

I 1 I | } | 2 | ‘ | | certify that the child named on this CIS has
— laboratory evidence of immunity (titer) to the
u Tetanus, Diphtheria (Td) [ bR e A diseases marked.
| 1 | | \ | 1 ‘ | Signed lab report{s) MUST also be attached.
N | \ [ 2 | \ |
® Haemophilus influenzae type b (Hib) ® Human Papillomavirus (HPV) — does not O Diphtheria O Mumps | O Other
1 print from the I1S; write dates in by hand O HepattisA | @ Polio
2 1 O Hepatitis B 3 Rubella
Q Hib 3 Tetanus
3 2 3 Measkes 2 varieslla
4 3
m Influenza (flu, most recent) m Meningococcal (MCV, MPSV) Licensed healthcare provider signature Date
[ [ [ [ 1 [ (MD, DO, ND, PA, ARNP)
| | | ‘ 2 | Printed Name:

T e—

The MyIR CISipts all vaccination dates from tH&S,includingvalid and invalid dates. The dates
on the MyIR CIS should reviewed to make sure they meet the minimugaadentervals for

the vaccine series as described in thenunization Requiremenisection of the School and
Child Care Immunization pagevw.doh.wa.gov/SCCI

The MyIR ClShecks box 1 i history of chickenpox diseaseasenteredinto the IIS as
highlighted inblue. If chickenpoxdisease history prints on the Ct8enno other provider
verification is neededlhe MyIR CISaB a section where a health care provider can docuraent
O K A liisRg af chicken pox disease or evidence of immunity by hand.

To request this document in another format, ca8@0-525-0127. Deaf or hard of
hearing customers, please call 711 (Washington Relay) or eméaiights@doh.wa.gav DOH 348764 0ct2020
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HardcopyCertificate of Immunization Status (Gl&npleted by hand

t - NByda Yire TFAf

2 .dzi |

K I NR O 2 Cbddreh ¢okingdrami K

out of state have this version of the CIS most often, as the IIS does not have their records.

D Health )

Certificate of Immunization Status (CIS)

Please print. See back for instructions on how to fill out this form or get it printed from the W ashington State Immunization Information System.

Reviewed by:
Signed COE on File? O Yes © No

Date:

Child’s Last Name: First Name:

Middle Initial: Birthdate (MM/DINYYYY):

I give permission to my child"s school/child care to add immunization information into the
Immumnization Information System to help the school maintain my child's record.

Conditional Status Only: 1 acknowledge that my child is entering school'child care in
conditional status. For my child to remain in school, [ must provide required documentation
of immunization by cstablished deadlines. See back for guidance on conditional status.

|

x IR

Parent'Guardian Signature Date Parent/Guardian Signature Required if Starting in Conditional Status Date
ARequired for Schoal Dare Diate Dane Dhane Date Date 1] ion of Disease |
# Rogaired Child Care/Preschoal MM/DDVYY | MMDDYY | MMDDYY | MMDDVYY | MMDDYY [ MMDDYY | |(Health care provider use only)

Required Vaccines for School or Child Care Entry

If the child named in this CIS has a history of

+4 DTaP (Dightheria, Tetanus, Pertussis)

waricella (chickenpox) disease or can show

4 Tdap (Tetanus, Duphtheria, Perhussis) (grade T+

immunity by bleod test (titer), it must be veri-
fied by a health care provider.

wk DT or Td (Tetanus, Diphtheria)

I cenify that the child named ea this CIS has:

=4 Hepatitis B

= A venfied history of varicella f chickenpos)

»  Hib (Haemophilus igfluenzne ype by

i [PV (Polso)  (emy combisation of IFY/OFY)

+4 OPY (Polia) O Diphtheria |0 Hepatitis A | O Hepatitis B
ok MMR (Measles, Mumps, Rubella) O Hib O Measles 1 Mumps
» PCV/PPSY (Pneumococcal) O Rubella O Tetanus 1 Varicella
=4 Varicella (Chickenpox) OPolio st show immuniny)
O History of discase verified by 115
Recommended Vaccines (Not Reguired for School or Child Care Entry)
-

Flu (Influenza)

Hepatitis A

HPV (Human Papillomavarus)

Licensed Health Care Provider Signature Date

MCV/MPSY (Mcnimseosal Discass typs A, C, W, Y

.

MenB iMeningocoocal Disease type B)

Rotavirs

Printed Name

I certify that the information provided

on this form is correct and verifiable. S T el LD g

Ifverified by school or child care staff the medical immunization records must be attached to this document.

Sigmature: Drate:

Because thikardcopyCIS does not use recorftem the 11S it must be medically validated his
is doneby a signaturecertifyingthat the information is accurate at the bottom of the page

highlighted inyellow. The signature can be from:

1 Ahealth care providewho is aperson licensed, certified or registered in a profession

listed in RCWL8.130.04@2), if administering vaccinations is within the profession's
scope of practicelfthe form issigned by a health care provideo medical
immunization records need to be attached to the CIS.

OR

Aschool nurse, administrator, child care health consultantheir designeeBefore
signing hey mustdetermine the information on the CI8 accurate after comparing
with the attached medical vaccination recorddease note that CIS forms not sigrimsd
a health care provider must haveetical vaccination records attached befahey can
be turned into the school or child care.

The hardcopy CIS also has a section where a health care provider can document history of
chickenpox diseaséistory of chicknpox,highlighted inblue, andevidence of immunity

highlighted ingreen This section must be signed by a health care prov@be considereds
verification ofthe disease oof immunity. Thissignatureis highlighted iryellow.

To request this document in another format, ca8@0-525-0127. Deaf or hard of
hearing customers, please call 711 (Washington Relay) or eméaiights@doh.wa.gav DOH 348764 0ct2020

G§KSAN


mailto:civil.rights@doh.wa.gov
https://lnks.gd/l/eyJhbGciOiJIUzI1NiJ9.eyJidWxsZXRpbl9saW5rX2lkIjoxMDUsInVyaSI6ImJwMjpjbGljayIsImJ1bGxldGluX2lkIjoiMjAyMDA4MjYuMjYxMzc2NTEiLCJ1cmwiOiJodHRwczovL3d3dy5kb2gud2EuZ292L0NvbW11bml0eWFuZEVudmlyb25tZW50L1NjaG9vbHMvSW1tdW5pemF0aW9uI2NpcyJ9.8hTHTIOI24IoY47K41_qawS2mCeDXptBcpXTgkTJdBI/s/679458747/br/82825498358-l
http://app.leg.wa.gov/RCW/default.aspx?cite=18.130.040

Certificate of Immunization Status QuiRkference Guide 4

ParentSignatures on the CIS

/I L{ F2NXYa R2 y20 NBIdANBE I LI NByd airaayl ddzNBE (2
through a health care provider, school or child cstiaf.

There are two placeshere a parenpr guardiancansign the CIS.

A parent orguardiansignature is required if a child is starting school or child care in conditional
immunization statushighlighted irfJiglige The parent or guardian must acknowledge the
conditional status rules with their signatuifetheir child will be attendig school or child care in
conditional statusMore information about conditional statusan be founcn the back of the
hardcopy CIS and in tli&nditionalStatus Attendancsection of the of the School and Child
Care Immunization pageww.doh.wa.gov/SCCThis signature block will be added to the
validated CIS when the next update is released.

The other signature, highlighted - allows school or child care staff add missing
immunization information into thémmunization Information System (lIS¢hool ModuleTo do
so, staff mushave access to the school modubalding this informatiorinto the 1S makes it
easier to trackmmunizations for the school or child caend provides the child with a
complete immunization record they can accésistheir lifetime. This signature block is also on
the validated CIS and MyIR CIS. A parent is not required to sign this section.

Medical Vaccination Recorder verifyinga Hardcopy CIS

This section providesxamples obomemedicalimmunization recordsvhichmay beattached
to a hardcopy Cl®r medical verification. To be acceptapilee record must come from a
medical source or include the signature of a health care provider.

Parents or guardians may provide dfi@al lifetime immunization recordith a unique
healthcare provider stamprhis may also includmother form of written healthcare provider
documentation, such as a provider signatoranitials

Dose # | Date Given | Physician/Clinic Dase # | Date Given | Physician/Clinic :'I'VP‘_;" Dose # | Date Given | Physician/Clin
o T S o= 12 YO Iy
1 1 125100} br-Carferk olénid 115 1] 10ODr-Larde elinte. [MMR L 1813 10]\Dr Carfers o
41 (010Ck Dr - Cvdwe elenf 2 Nloryaj00iPr Carlers € G&M mMR [ 2 (3773 105 AR Ak,
; : basi it P 0. s et :
Tk ; 3 |jol 30103300 Ca MMR )
0/ Ja 100 Dr- Cexters alenfe. 2 —— mn_ L
ria, Tetanus, Pertussis (DTaP) S Mumgs 7
i |Date Given | Physician/Clinic | Dose #] PV |OPY| Date Given Physician/Clinic Rubeiia - 7 S
|\ 15 1ilpODr-Canders ghDni'e i |V | [ 4rioicoiDr ggdm clipje. : x
2 |Jo1A00Dr. Carfers cldme, Y 10112700 Pr (Brfers clepic. T
s 170130108\ Dr Carlert clindd) s Jo | 1107301630r. Carers cldnic. | Pose# [Date Given | PhysiclaniCinle
JOLICIUMEY: S et~ T T 13 1.3 105Dr fechinks el '\ 1812001 PrCarfecs Clins
4 (313 !DS[DP. Hechinks e p - - - 77 5/9 [
| n
. i ] b YR 5 P
: II i R - | Dose# |Date Given | Physician/Clinic
— e . a : 1
Tetanus / d 7 -/ 4 = ==
diphtharia ; / Dose #| Date Given | Physiclan/Clinic 2 7 I~
ase 7 1 8.2 1 0] D Carfers edinic | AllergiesiVacrine Reactions: o
Boostor / ] 2 / / R
Dose
Every J / 3 -f /
Ten —
Years ] 4 / {. l

To request this document in another format, ca8@0-525-0127. Deaf or hard of
hearing customers, please call 711 (Washington Relay) or eméaiights@doh.wa.gav DOH 348764 0ct2020
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CADA VEZ QUE LLEVE A 5U HUIA O HLIO
ADOLESCENTE A LA UNIDAD MEDICA, SOLICITE
AL PERSONAL M!DICT © DE ENFERMERIA, QUE)

w Revise su Careilla Naclonal de Salud

u Vigilo su peso y ustatyrs
APELLIDOS Y NOMBRE: A
m La realice las actividadios de proteccion especifica, .

peincipalmente fa aplifacién de las vacunas que A /UL / ERPEDENTE

correspondan - vwivutscn Fheoptel Convrata Lharmid

u Leinforme de las aceipnes de . ¥
,;.V“.M.T,:a‘...«ma.z.,,"éf, ; wmwenors (5] [ L] _Ha . )
s pruabas de dotocc|sn de acuerd ,aﬂ‘ d we ] wol Xl

2

u Registre su prbxim cfta é

w Le oente y capacice pobre los Cuict ars.
conservar @ recuparat la salud de si hija® hijo
en forms fedividual olcolectiva

® Anote en su Cortilla 1y fecha de las 3 qui
o practicaron

Parents or guardians
may provide an fficial
lifetime immunization
record fromanother

country with a unique

2 nmwmﬁ.

LUGARY D NACIMIENTO: 3
Tl

LoCAITAD / MRG0 0 OFLLGHICH

2 né Wes_ARD

VigaLe QUE 118 REALICEH A SU HUA O HUO
ADULESCENTE TODAS LAS ACCIONTS
CONTENIDAS K C5FA CARTILLA

Su PANTICIPACION E5 ESENCIAL

PAMA MANTENER SU FALUD

ENTIUO FAOEEATNA

healthcare provider e
stamp or provider I i oo
signature Cfficial y P
immigration sl T | B
. . . e conr00n rroesao stz 53-10°
immunization records S P R,
e e Ll P
are also acceptable. B w T e e
p g e . w“‘fwé:f i @_0_?2
e = [ tca n‘:ﬁf&\
FRYVI AT L TV E P
s o At s e 2

ROCKWCOD

Rockwood Clinic- Medical Records Qctober 30, 2014
400 East Fifth Avenue FO Box 3649 Spokane, WA 99220-3640 Page 1
609-342-3960 .

Patient Information

For : SRS, VRN; 002124161 DOB: 01/1672007 CONFIDENTIAL - Do noi re-release
*lmmunization Record-2011 vithout proper auhorizalion

Immunization Record o N,

. Vaccine 1 2 3 4 5 6 1
P are nts or g u ard ians ma p H'&:,s 011812007 03/16/2007 0572412007 07/19i2007 |
. ) = :;‘Pm 0311572007 0547207 071192007 05R06/2008 0210212011
H H Ip} la; Tl e e i
prowde animmunization Jeams,
‘ortuss| —_—
H Hi8 0311572007 052472007 07/10/2007 047142010 Y0000
record printed from a Heomopive 0000
influenzae
. [ Typob 1 ESESSEE |
healthcare prOVIder, i O7AeE07 | 02020t
.. o ., Poliovirus B
i WHR 0510672008 0200272011 YOOOK YIORRATHHK | RHRKHKIORRK
clinicorK2 a LJA U | € el
Momps, Rusalla 1
H Vearicella #1 given 72 gi i THIRTIHN | ORI | RXKKHKNIOK
Electronic Health Recorg Vower | _ososzics | opuaot_| .
Preumococcal | 031572007 0512412007 07872007 60612008
Hep A XX XX | X000 | XIKOOCHXNNX
MopatitsA__|
Tetanas | _ Flushot Tast7wo (2) FANT#T
Bocster Date of LustFlu | Documentsd | Dteoflast | Dataoflast | Vaccine Given:
Dats and Typa | Vex: FluVox:
of Last: 111112000 | FluHistorical
| (11/11/2008) HINT #2
Flu Vax #2 Date of Last: Meningococtal
Tdap Glven: | Dalsof Last: | o)
Taap: may bo
dus l
Other Vaccines — —
TPV Vaceine! Vaceine! Vaceinel
Date of Last: Data of Laet: Date ofkast: | 3000000 | JOOOKXRVAXK | XOCOXKXXX
Fotavirus Vacoine! Vaccinel Vaccinel
Date of Last: Data of Last: DateofLast | JOOOO0COMX | XIOOOGXMKX | XIXKXXXOMKK
Zostavax Vaconal | |
Dataaflast | XXOOOC0GX | J0GXOO00X | XHXHO0UOKK | XKIOOGOOGX | J00UOUX
; A - ]
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Vaccine Administra®’ = Record Patied Narie:
For Children and 1 ... ’ Birddate:

Viceine [ i ‘;‘;;g,;mm
rapalies 3! '_ WO ¢ A m
. o R e e b1a Ke]o M W
Parents or guardians ay e A
. . |onsaetivta | v - LMo
provide awritten " e —
immunizationrecord Z
from a healthcare P - . ]
pr0Vide|' or clinic satat T et [ TR Ak 100 b [Tekargimelid
()l'v‘ll“gﬂ L j

M o f) = 3
e e, | AL i.AI‘ﬂTE’? [ o) P W L L L T |W)%,d,tu

s

i

=D : ;
" a | - | ! _
Eer— st MG N o Rz (ﬁ,,
g A Hadictd w MDY ACS) 10k !
R i ——

. v‘ i i —d—:
TOtnar- ) )
Totarn it o

> nd o
Signatur i % AWt | dJ/\_ Signature R

Signdtare____+ -~ -~

Parents or guardians ma
provide aninmunization
record printed from the
WA 1IS or the IS of
another state
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